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between March 1 and September 7, 1973. All the patients included in the study voluntarily agreed to participate in the gonorrhoea detection programme; 177 women with ambiguous culture results which made diagnostic classification impossible were omitted. A further fourteen women were excluded from analysis because their records of contraceptive usage were incomplete. This left a final patient population of 2,005 women.
All laboratory tests were performed in a single laboratory deliberately set up for this study to ensure maximum quality control of culture techniques.
Individual cultures were obtained from: (1) The endocervical canal; (2) The cryptal area of the anus; (3) The posterior oropharynx and tonsillar fossae. Sterile cotton swabs were used, and once a specimen for culture was obtained, the swab was rolled onto ThayerMartin Medium in a 'Z' pattern. The The highest prevalence rate of gonococcal infection, based on positive cultures from one or more sites, was associated with oral contraception (11.5 per cent.). This was followed in descending order by use of intrauterine devices (9 9 per cent.), no contraception (7 8 per cent.), condom-diaphragm-foam (4 2 per cent.), and previous surgical sterilization (3 3 per cent.). The difference between the prevalence rates associated with oral contraception versus IUD or condom-diaphragm-foam versus surgical sterilization were not significant (Fisher's exact test: P >0 -05). On the other hand, the use of medical methods of contraception (oral or IUD) was associated with a significantly higher risk of infection than that observed with barrier methods (condom-diaphragmfoam) or sterilization (P <0 05). However, because the patients using each method were dissimilar with regard to age, race, and postpartum status, such a simple comparison of infection rates by method of contraception may be misleading. Table II shows that women not using contraceptives were younger (mean age 20-6 yrs), and that the sterilized women were older (mean age 30 9), than those using contraceptives whose mean ages ranged from 23 1 to 25 2 years. Twice as many of those using condom, diaphragm, or foam were white as those using oral methods or IUD. Since age and race are known risk factors for gonococcal infection in this study population (Keith and others, 1975) , a more valid comparison of the prevalence rates of gonorrhoea associated with different contraceptive methods can be made by comparing patients of similar age and race.
In Table III , a comparison is made of infection rate by site of infection between women using oral methods, IUDs, and barrier methods, excluding the small proportion of white women in the study. The difference in infection rates between oral contraceptive and IUD users was not significant, but the raised cervical infection rates with oral methods or IUD as compared with barrier methods was statistically significant. There were no significant differences in rectal or oral infection rates associated with the method of contraception utilized by the patient. The low infection rate among patients using barrier methods cannot be explained only by differences in age or racial characteristics. The fact that the rate of cervical infection was lower for patients using barrier methods than for patients of similar age and race using medical methods supports the hypothesis that barrier methods may be effective in preventing transmission of N. gonorrhoeae. The fact that women using barrier method had oral or rectal infection rates similar to those of women using oral contraceptives or IUD is consistent with the hypothesis of a protective effect of condom, diaphragm, or foam, since these methods may have been omitted during the practice or oral or rectal intercourse. The possible protective effect of the use of foam is supported by studies in vitro, which have shown that some brands of vaginal spermicides are gonococcidal presumably because of lowering of the vaginal pH. In contrast, the use of oral contraceptives has been said to favour the growth of the gonococcus by contributing to an alkaline pH in the vagina (Johnson, 1974) . However, in the present study, the prevalence of gonorrhoea among patients using oral methods or IUD was not significantly different from that among women using no contraceptives. Thus, we cannot conclude that the use of oral contraception in itself increases the risk of gonorrhoea.
Although the primary activity of a Family Planning Clinic is to help the patient prevent unwanted pregnancy, the detection and in some areas the treatment of venereal disease in such patients is important. To the task of detection and treatment of venereal disease should be added the goal of preventing the spread of venereal disease. Based on the data in this study, it seems reasonable to suggest that greater emphasis be given in contraceptive educational programmes to some of the less effective conventional methods of contraception.
Although the traditional approach to the return of sexual activity after obstetric delivery is to suggest that it should not begin for 6 weeks, the finding that gonorrhoea rate among the postpartum patients in this study was similar to that of nonpuerperal women suggests a rapid return to customary sexual activity, inadequate antenatal screening and treatment, or both. Current obstetrical practice includes gonorrhoea screening at the intitial antenatal visit. The failure to repeat culture before delivery or until the postpartum visit assumes that sexual activity has been discontinued for 6 to 9 months. Published evidence is lacking to support this assumption. From the point of view of preventing infection of the newborn, it makes more sense to screen the patient for gonorrhoea shortly before the expected date of confinement.
Patients should be encouraged to use barrier methods of contraception in the immediate puerperium until medical methods can be instituted. 
